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LETTERS TO THE EDITOR 
Partial sternotomy: A mini approach for maxi 
exposure 
To the Editor: 
In response to a letter to the Editor by Moreno-Cabral 
in the Journal (1997;113:810-1), I want to endorse his 
enthusiasm for the partial ower sternotomy. I, too, have 
been frustrated with the limitations of exposure of the 
heart via left and right anterolateral thoracotomy. In 
contrast, partial ower sternotomy up to the second inter- 
costal space with bilateral transection of the sternum at 
the top of the incision allows adequate exposure for a wide 
variety of operations. 
Over the past 3 months, I have performed 29 operations 
using partial ower sternotomy. All patients received from 
one to five coronary bypasses; in 26, the left internal 
thoracic artery was used and, in one, the right internal 
thoracic artery. In addition, two had resection of a left 
ventricular aneurysm, one replacement of both the aortic 
and mitral valves, and two replacement of the aortic valve. 
In one patient (coronary bypass plus double valve replace- 
ment), the sternal incision was extended to the first 
intercostal space and the sternum was transected at that 
level. 
Postoperative pain was less than in patient with antero- 
lateral thoracotomies. Blood loss was less than in patients 
with complete sternotomy. The skin incision was shorter 
than with complete sternotomy and only slightly longer 
than that need for the anterolateral thoracotomy ap- 
proach. 
Partial sternotomy is a worthwhile alternative to com- 
plete sternotomy and has many of the advantages of other 
minimally in~asive techniques. 
Hans Zwart, MD 
Suite 322 
580 Lincoln Park Blvd. 
Kettering, OH 45429-3493 
12/8/83790 
The right internal thoracic artery for myocardial 
revascularization 
To the Editor." 
We read with great interest he report by Ueyama and 
associates (J Thorac Cardiovasc Surg 1996;112:731-6) 
regarding revascularization f the posterolateral myocar- 
dial wall with the right internal thoracic artery (ITA) graft 
via the transverse sinus. This technique, published by us 1 
in 1984 as a complementary method to use with the left 
ITA to the left anterior descending branch, provoked 
several comments concerning early morbidity, such as 
hemorrhage, mediastinitis, and late occlusion of the graft. 
On this subject, publications by Galbut, 2 Buche, 3 and 
Ueyama and colleagues, 4 as well as our own report, 5show 
that the incidence of reoperation for bleeding ranged 
from 1.9% to 2.6% and mediastinitis from 0.9% to 2.6%, 
values normally found with any cardiac operation. The 
686 
!ate patency rate of the right ITA through the transverse 
sinus and grafted to the circumflex artery or obtuse 
marginal branch ranged from 80:6% to 98%. 2, 3, 5 In our 
233 patients who received both ITAs with or without 
saphenous vein grafts or the inferior epigastric artery, 
there were 49 late recatheterizations (average 61.9 
months) and the patency of the grafts was as follows: 45 
(92%) right ITA grafts, 47 (96%) left ITA grafts, and 19 
(70%) saphenous vein grafts. In symptomatic patients 
with both ITAs patent, reoperation was never necessary. 
Only one patient required reoperation, 6 months after the 
original operation, because of the occlusion of the two 
[TAs. The great advantage of using ITAs or other arterial 
grafts for the left anterior descending branch and the 
obtuse marginal branch of the circumflex artery is to avoid 
late reoperation. We think that in due time we will choose 
the arterial graft most appropriate for each specific oro- 
nary artery. On the basis of our results, we continue to 
choose both ITAs for revascularization f the branches of 
the left coronary artery in patients up to 70 years of age 
who do not have excessive obesity, severe diabetes, or 
other important risk factors. 
Luiz B. Puig, MD 
University of Sdo Paulo Medical School 
Cardiopulmonary Department 
Sglo Paulo, Brazil 
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12/8/79882 
Reply to the Editor." 
We were intrigued with Dr. Puig's response. We also 
believe that use of the right internal thoracic artery (ITA) 
via the transverse sinus to revascularize the circumflex 
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area in coronary artery bypass operations i theoretically 
the best procedure, 
Regarding indications for use of bilateral ITAs, our 
opinion on age limit differs from Dr. Puig's. Our age limit 
for bilateral ITAs is 75 years in Japan, because the average 
life span in Japan is 80 years. We assume that it is shorter 
in Brazil. 
Since publishing our report in the Journal, we have 
continued to use this technique for selected patients. The 
total number of patients o treated as of November 28, 
1996, is 215. Excellent long-term patency of the right ITA 
grafts via the transverse sinus in Dr. Puig's experience 
reinforces our results and gives us confidence in using this 
method. 
Koji Ueyarna, MD 
Ryuzo Sakata, MD 
Department of Cardiovascular Surgery 
Kumamoto Central Hospital 
1-16-1 Shinyashiki 
Kumamoto 862, Japan 
12/8/79881 
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Early tracheal extubation after coronary artery 
bypass grafting 
To the Editor: 
We read with great interest he report by Cheng and 
colleagues 1 about early versus conventional tracheal extu- 
bation after coronary artery bypass grafting. This subject is 
of great importance in areas in which resources are 
limited. 
In July 1976 we z published our first article on early 
extubation in general cardiac surgery. In support of early 
extubation after valve replacement, Midell and associates 3 
in 1974 published their experience with 100 cases, and 
Barash and coworkers 4 of Yale University, in 1980, 
showed that only 4% of patients undergoing pediatric 
cardiac operations required reintubation. In August of 
1980, in a thesis to become professor of surgery at the 
University of Cearfi Medical School, Juc~ 5 reported the 
results in 105 patients undergoing coronary bypass graft- 
ing who were subjected to early extubation and 20 patients 
who were extubated in the operating room. Nowadays, if 
patients have had mild body hypothermia (30 ° to 34 ° C) 
during perfusion, we prefer to extubate them 1 to 4 hours 
after arrival in the postoperative intensive care unit. The 
beneficial effects of early extubation on ventricular per- 
formance were demonstrated in 1988 by the group from 
Duke University. 6 
We appreciate the work of the group from the Toronto 
Hospital because their subject is of great importance in 
undeveloped areas like ours in northeast Brazil. 
Regis Jucd, MD, FACS 
Professor of Surgery 
University of Ceard 
Leny Monte 
Anesthesiology 
Casa de Saftde Sg~o Raimundo 
Cear6, Brazil 
Reply to the Editor: 
I would like to thank Jucfi and Monte for their interest 
and support of our prospective, randomized, controlled 
trial on morbidity outcome in early versus conventional 
tracheal extubation after coronary artery bypass graft 
operations. 1 As correctly indicated in their letter, the 
practice of early tracheal extubation in cardiac surgery is 
even more important in places with limited resources in 
this time of cost containment and environment. As a 
matter of fact, we 2 have recently published a comprehen- 
sive cost study of early tracheal extubation in patients 
undergoing coronary bypass, including preoperative heart 
catheterization costs, physician fees, and all departmental 
costs from patient admission to discharge from the hospi- 
tal. This study demonstrated that early tracheal extubation 
significantly reduces the cost of coronary artery bypass 
grafting by reducing the variable costs in the intensive care 
unit, reducing the length of stay in the intensive care unit, 
and reducing the postoperative hospital stay. This cost 
study further emphasizes that early extubation in these 
patients does not increase the postoperative morbidity or 
the cost of postoperative complications, as major postop- 
erative complications were indeed very costly as docu- 
mented. 2 On the subject of resource use, early tracheal 
extubation resulted in fewer cancellations of cardiac op- 
erations by improving the use of the intensive care unit 
and allowed an increase in the caseload of cardiac surgery. 
I congratulate Jucfi and colleagues 3 on their earlier work 
and insight on early extubation i  cardiac surgery. As indi- 
cated in our morbidity article, anot only has the routine use 
of prolonged controlled ventilation in patients undergoing 
cardiac operations been standard practice for the past three 
decades, but early tracheal extubation i these patients i  not 
new. Cost containment and efficient resource use force the 
pendulum back to the debate of early tracheal extubation i
patients undergoing cardiac operations. As we indicated in 
our morbidity article, 1 most of these earlier studies were 
observational studies, case reports, and retrospective r views 
with minimal outcome measurements. The most common 
